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World No Tobacco Day — 
May 31, 2006 


lobacco use is responsible for approximately one in 10 
premature deaths among adults worldwide (/). Sponsored 
by the World Health Organization (WHO), World No 
lobacco Day is observed every year on May 31. 

This year's theme is Tobacco: Deadly in Any Form or 
Disguise. The goal is to raise awareness about the harm- 
ful health effects of all forms of tobacco (e.g., cigarettes 
[including light, low-tar, and mild], smokeless tobacco, 
bidis, kreteks, clove cigarettes, cigars, shisha [flavored 
tobacco smoked in a hookah pipe], and others). For 
example, smokeless tobacco causes oral cancer and might 
be a risk factor for cardiovascular disease (2); bidis 
increase the risk for oral, lung, and esophageal cancers; 
and waterpipe smoking increases the risk for oral and lip 
cancer and obstructive lung disease (3,4). 

The global burden of deaths attributable to tobacco use 
each year is estimated to double from 5 million in 2005 
to 10 million in 2020 (5). Additional information on 
WH¢ )’s tobacco control initiative and World No Tobacco 
Day activities is available at http://www.who.int/tobacco/en. 
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Use of Cigarettes and Other 
Tobacco Products Among Students 
Aged 13-15 Years — 
Worldwide, 1999-2005 


' 
[he use of tobacco in any form is a major preventable cause 

: “a : — 
of premature death and disease. Globally, nearly 5 million 


| 


] ‘ 
persons die every yeal from tobacco related illne SSCS, with dis 


proportionately higher mortality occurring in developing 
countries (/). The Global Youth Tobacco Survey (GYTS), 
initiated in 1999 by the World Health Organization (WHO), 
CDC, and the Canadian Public Health Association, is a school 
based survey that includes questions on prevalence of ciga- 
rette and other tobacco use; attitudes toward tobacco; access 
to tobacco products; exposure to secondhand smoke, school 


curricula on tobacco, media, and advertising; and smoking 





cessation. | his report presents estimates of self reported ciga- 


rette and other tobacco-product use during 1999-2005 in 
132 different countries and the Gaza Strip/ West Bank. The 


data are aggregated within each of the six WHO regions. GYTS 
data indicate that nearly two of every 10 students reported 
currently using a tobacco product, with no statistically 


significant difference between the proportion of those 





reporting cigarette smoking (8.9%) and other tobacco use 
(11.2%). Use of tobacco by adolescents is a major public health 
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problem in all six WHO regions. Worldwide, more countries 
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they had smoked a cigarette on >1 days during the preceding 
30 days), current use of tobacco products other than ciga- 
rettes (defined as the percentage of students who reported that 
they had used another form of tobacco, including chewing 
tobacco, snuff, dip, cigars, cigarillos, little cigars, pipes, or 
shisha on >1 days during the preceding 30 days), and current 
use of any tobacco products (defined as the percentage of stu- 
dents who were either current cigarette smokers or current 
users of other tobacco products) 
Nearly two in 10 students (17.3%) were currently using 
any form of tobacco (Table). Any tobacco use was highest in 


the American and European regions (22.2% and 19.8%, 


we 


respectively) and lowest in the South-East Asian and 
Western Pacific regions (12.9% and 11.4%, respectively). Boys 
were significantly more likely than girls to currently use any 
tobacco products (i.e., cigarettes or tobacco products othet 
than cigarettes) in the Eastern Mediterranean, South-East 
\sian, and Western Pacific regions. Approximately one of 


every 10 students (8.9%) currently smoked cigarettes. Cur 


rent cigarette smoking was highest in the European and Ameri 


can regions (17.9% and 17.5%, respectively) and lowest in 


the South-East Asian, Eastern Mediterranean, and Western 
Pacific regions (4.3%, 5.0%, and 6.5%, respectively). Boys 
were significantly more likely than girls to smoke cigarettes in 
the African, South-East Asian, and Western Pacific regions. 


\pproximately one of every 10 students (11.2%) currently 


used tobacco products other than cigarettes (Table). Use of 


other tobacco products was highest in the South-East Asian 
and Eastern Mediterranean regions (13.3% and 12.9%, 
respectively) and lowest in the Western Pacific and European 
regions (6.4% and 8.1%, respectively). Boys were significantly 
more likely than girls to use other tobacco products overall 
and in the American and South-East Asian regions. Cigarette 
smoking was significantly higher than other tobacco use fot 


girls in the Americas and for boys and girls in the European 


Region. Other tobacco use was significantly higher than ciga- 
rette smoking for boys and girls in the Eastern Mediterranean 
and South-East Asian regions. 

Reported by: Y Mochizuki-Kobayashi, MD, PhD, Tobacco Free 
land; B Fishburn, MPP. Western Pacifi 
Regional Office; ] Baptiste, PhD, African Regional Office; F El-Awa, 
PhD, Eastern Mediterranean Regional Office: H Nikogosian, MD 
I uropean Regional Office; A Peruga, MD, DrPh, Re gion of the lmericas; 
K Rahman, PhD, South-East Asia Regional Office, World Health 
Organization. CW Warren, PhD, NR Jones, PhD, S Asma, DDS, Offic 
on Smoking and Health, National Center for Chronic Disease Prevention 


and Health Promotion; LR McKnight, PhD, EIS Officer, CD¢ 


Initiative, Geneva, Switz 


Editorial Note: Before GYTS, few data existed on the use of 
tobacco products other than cigarettes among adolescents (2). 
GYTS provides data on overall tobacco use to assist countries 
in the development and implementation of tobacco 
control program. The findings in this report suggest that 
tobacco-control programs must address all forms of tobacco, 
not just cigarettes. GYTS data indicate no significant difter- 
ences in the rates of current cigarette smoking and current use 
of other tobacco products overall and in the African and West- 
ern Pacific regions. In the Americas and Europe, cigarette 
smoking prevalence is higher than other tobacco use, whereas 
in the Eastern Mediterranean and South-East Asian regions, 
other tobacco use is more common than cigarette smoking. 
Che popularity of specific forms of tobacco other than 
cigarettes varies among WHO regions: in the Eastern 
Mediterranean, shisha (flavored tobacco smoked in hookah 
pipes) is prevalent (3); in South-East Asia, bidis, smokeless 
tobacco (i.e. betel quid, gutka, and creamy snuff), and shisha 
use are popular (4); in the Western Pacific, betel nut is chewed 
with tobacco (5); pipe, snuff, and rolled tobacco leaves are 
common in the African Region; and in the Americas and 
Europe, use of cigars and smokeless tobacco are used (6). 
[he similarity in prevalence of cigarette smoking and other 


tobacco products between boys and girls is a cause for concern. 


TABLE. Global Youth Tobacco Survey measures of tobacco use prevalence among students aged 13-15 years, by sex and World 


Health Organization (WHO) region, 1999—2005* 





Current use of any tobacco products 


Current cigarette smoking 


Current other tobacco’ use 





Girls Boys Total 


Boys Total Girls Boys Total 





WHO region 








% (95% CI') % (95%Cl) % (95% Cl) 
13.9 (+3.1) 19.7 (43.9) 16.8 (+2.7) 
4 (+2 24.0 (+3.0) 22.2 (22.4) 

3 (+3.3 8.8 (+3.6) 15.3 (+#2.6) 

2) 22.3 (+4.3) 19.8 (+3.2) 

741 (+2 18.4 (+4 12.9 (+2.7) 
78 (+2.0 5.0 (+28) 11.4 (21.9) 


% (95% CI) % (95% Cl) % (95% Cl) 


% (95% Cl) % (95%CI) % (95% Cl) 
13.0 +3.6 9.2 (+2.2) 9.9 (+26) 10.9 2.9) 10.5 (2.2) 


$2.7) 17.5 (£2.3) 7.8 (+1. 4.8 (+£2.2) 11.3 (#1.5) 
5.0 (+1.7) Q (+2 5.6 (4 12.9 (+2.3) 
17.9  (+2.7) 5.0 (+2.0) 10.0 (+3.3) 8.1 (#2.3) 
4.3 (+£1.2) 8.4 (+1.6) d 4) 13.3 (+1.0) 
6.5 (+1.6) 5 2 : 6.4 (+1.2) 


(+1.7) 10.5 (+#2.4) 8.9 (+1.7) A ' 3 11.2 (+#1.5) 





14.3 (+2.8) 20.1 (+#3.4) 17.3 (+#2.5) 6.7 


2re calculated as means weighted by the population of the sam 


pling frame. In many cases, the sampling frame was the country, but in areas where 


> representative of a subnational population, estimates were weighted by the population of the city, state, or administrative region 


f dio 


p, cigars, cigarillos, little cigars, pipes, and shisha (flavored tobacco smoked in hookah pipes 
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No significant differences were observed in current cigarette 
smoking by sex overall and in three of the six regions (Americas, 
Eastern Mediterranean, and Europe). In addition, no statisti- 
cally significant differences by sex were observed in other 
tobacco use rates in four regions (Africa, Eastern Mediterra- 


nean, Europe, and Western Pacific). In contrast, available data 


for adults indicate that, globally, males have higher rates of 


smoking than females (6). In all six WHO regions, but espe- 
cially in those where tobacco-use levels among boys and girls 
are similar, effective tobacco-control programs must be 
developed and implemented with special focus on girls. 

lhe findings in this report are subject to at least four limi- 
tations. First, because GYTS is limited to students, it might 
not be representative of adolescents aged 13-15 years from 
participating countries. However, in most countries, the 


) 


majority (82%) of children attend schools (7). Second, these 


data apply only to youths who were in school on the day of 


the survey and who completed the survey. Student response 
rates were high (approximately 40% of the sites had student 
response rates of approximately 90%), suggesting that bias 
attributable to absence or nonresponse is limited. Third, data 
are based on the self-report of students, who might 
underreport or overreport their use of tobacco. The extent of 
this bias cannot be determined from these data; however, 
responses to tobacco-related questions on surveys in the l Inited 
States similar to GYTS have demonstrated good test-retest 
reliability (8). Finally, systematic data collection on the use of 
specific types of tobacco products other than cigarettes was 
not included in the core GYTS questionnaire. Many survey 
administrators added questions to the core survey regarding 
specific tobacco products used in their countries, so the lack 
of consistency across sites precludes systematic regional or 
global analyses. 

The goal of WHO's 2006 World No Tobacco Day is to 
promote awareness of the harmful effects of tobacco in any 
form. The findings described in this report indicate the need 
to develop, implement, and evaluate effective, comprehensive 
tobacco-control programs, including evidence-based interven- 
tions for adolescents to decrease the burden of tobacco- 
related disease $. Tobacco control measures should address both 
sexes, but focus on girls, and include all forms of tobacco to 
emphasize that use of any product containing tobacco 
seriously damages health. 
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Tobacco Use Among Students 
Aged 13-15 Years — 
Kurdistan Region, Iraq, 2005 


lobacco use is one of the major preventable causes of pre- 
mature death and disease in the world. The Global Youth 
lobacco Survey (GYTS), part of the Global Tobacco Surveil- 
lance System initiated by the World Health Organization 
(WHO), CDC, and the Canadian Public Health Association, 
was developed to monitor tobacco use, attitudes about tobacco, 
and exposure to secondhand smoke among youths and has 
been conducted in 140 countries (/,2). This report presents 
findings from the GYTS conducted in the Kurdistan region 
of Iraq (i.e., Irbil, as-Sulaymaniyah, and Dahuk governorates) 
in 2005, which revealed that one in 10 students currently 
smoked cigarettes or used other tobacco products. Boys (21%) 
were statistically significantly more likely than girls (2.1%) to 
smoke cigarettes, but no significant difference was observed 
between boys and girls in their use of other tobacco products. 
Public health authorities in the Kurdistan Region of Iraq can 
use the baseline information from the GYTS to design and 
implement tobacco-control programs to reduce youth 
smoking. 

GYTS is a school-based survey that collects data from stu- 
dents aged 13-15 years by using a standardized methodology 
for constructing the sample frame, selecting participating 
schools and classes, and processing data. GYTS uses a two- 


stage, cluster-sample design that produces representative 
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TABLE 1. Prevalence of tobacco use among students aged 13-15 years, by sex and smoking status — Kurdistan region of Iraq, 2006 





Smoking status 


Boys 


Girls 





(95% Cl*) 


Total 





° 
° 


(95% Cl) 





(95% Cl) 


4 


27.1 
12.0 
11.9 
11.4 
20.3 
12.2 
14.2 


(18.5-38.0) 
(8.1-17.4) 
(6.6-20.4) 
(9.2-14.0) 

(14.8-27.0) 
(5.6-24.6) 

(10.9-18.4) 
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TABLE 2. Prevalence of exposure to secondhand smoke, risk for exposure to secondhand smoke from parents and friends, and sup- 
port for a ban on smoking in public places among students aged 13-15 years, by smoking status — Kurdistan region of Iraq, 2006 

















Never smokers Current smokers Total 
Characteristic % (95% Ci*) % (95% Cl) % (95% Cl) 
Exposed to secondhand smoke at home 39.7 (35.3-44.3) 71.9 (48.2-87.5) 46.5 (41.1-51.9) 
Exposed to secondhand smoke in public places 23.0 (14.5-34.5) 62.4 (46.4—76.2) 30.4 (21.7-40.9) 
One or more parents smoke 33.8 (29.5-38.4) 56.2 (44.8-67.0) 37.3 (33.0—41.8) 
Most or all best friends smoke 2.5 (1.3-4.7) 11.6 (5.5-22.9) 10.6 (6.5-—16.8) 
Supports ban on smoking in public places 81.2 (76.2-85.4) 59.8 (48.5-70.2) 78.1 (21.7-—40.9) 








* Confidence interval 


Editorial Note: The findings in this report indicate that 
tobacco-control programs in the Kurdistan region of Iraq faces 
the several challenges. First, although boys were significantly 


more likely than girls to be current smokers (21.0% versus 


2.1%), this difference might be changing soon because the 


likely rate of smoking initiation among never smokers was 


V0 


nearly as high among girls (11.2%) as among bovs (17.4%). 


he susceptibility index, used to measure likely initiation of 
smoking among never smokers, has been shown to be a good 
predictor of future smoking behavior (3). Second, the preva- 
lence of any current tobacco use (20.3° 


than the sum of the prevalence of current cigarette smoking 


0) is only slightly less 


11.9%) and the prevalence of other current tobacco use 
11.4%), indicating that few students are using both ciga 


ducts at the same time. This 


rettes and other tobacco proc 
observation suggests that the Kurdistan tobacco-control pro- 
gram should address all forms of tobacco use. Other tobacco 
use in the Kurdistan region primarily involves the use of shisha 
i.e., flavored tobacco smoked in hookah pipes), and the 8.7% 
rate of smoking shisha in hookah pipes among girls is a con 
cern. Third, the high rate of student exposure to secondhand 
smoke indicates a need for further measures to pass and 
enforce laws governing smoking in public places. Creating 
smoke-free areas and educating the public about the dangers 
of secondhand smoke likely will have a complementary effect 
by reducing the social acceptance of tobacco use around 
persons who do not smoke (4) 

The Ministry of Health (MOH) in the Kurdistan region of 
Iraq has established a tobacco-control unit and made tobacco 
control a priority among health-care workers and youths. 
MOH also has begun training programs for health profes 
sionals on tobacco control and cessation and has initiated a 
health education campaign directed toward youths (5). In 
addition, a health-education campaign to be conducted in 
schools throughout the Kurdistan region during the 2006-07 
academic year will include antismoking posters and pamphlets. 
Kurdistan law bans smoking in all government buildings, 
including schools and administrative office buildings of MOH 
and the Ministry of Education (MOE). MOH will convene a 


tobacco-control meeting in November 2006 to bring together 
representatives from MOH, MOE, and the Ministry of Higher 
Education to discuss the findings from GYTS and to plan 
development of a comprehensive tobacco-control program. 

lhe findings in this report are subject to at least three limi- 
tations. First, because the sample surveyed was limited to 
youths attending school, it might not be representative of all 
adolescents aged 13—15 years in the Kurdistan region of Iraq. 
According to MOE, the enrollment rate (i.e., the percentage 
of all eligible youth enrolled in secondary schools) in the 
region is 82% (Kurdistan regional government, MOE, 
unpublished data, 2006). Second, these data were based on 
responses of those students who were in school on the day of 
the survey and who completed the survey. However, the effect 
of this limitation is likely minimal because 100% of randomly 
selected schools and 95.6% of all eligible students in those 
schools participated. Finally, the data are based on self-reports 
of students, who might underreport or overreport their 
behavior or attitudes. Although the extent of this possible bias 
cannot be determined from the Iraq Kurdistan region GYTS, 
responses to tobacco-related questions on U.S. surveys simi- 
lar to the GYTS have demonstrated good test-retest reliability 
(6). 

Systematic global surveillance of youth tobacco use is the 
essential first step in preventing the worldwide epidemic of 
death and disease that smoking is projected to cause in the 
21st century (7). The GYTS enhances the capacity of coun- 
tries to develop, implement, and evaluate their tobacco- 
control programs. MOH now has baseline data on youth 
tobacco use and attitudes toward tobacco use that likely will 
help to develop a comprehensive tobacco-control program. 
GYTS should be repeated every 3—4 years to evaluate the 


effectiveness of such a program. 
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Update: Multistate Outbreak 
of Mumps — United States, 
January 1-May 2, 2006 
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FIGURE 1. Number* of reported mumps cases linked to multistate 
outbreak, by state — United States, January 1— May 2, 2006 
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FIGURE 2. Incidence* of mumps reported in eight outbreak 
states,’ by age group — United States, January 1— May 2, 2006 


[se | 


),000 population (n = 2,061) 


Kansas, Missouri, Nebraska, Pennsylvania, South Dakota 


Vaccination status of reported mumps patients is being 


ascertained. In lowa, preliminary vaccination data were 


> 


reported through May 3, 2006. Among 1,192 patients, 


69 (6%) were unvaccinated, 141 (12%) had received 1 dose 
of measles, mumps, and rubella (MMR) vaccine, and 


607 (51° had received 2 doses of MMR vaccine; the vaccl 


nation status of 3 


5 (31%) patients, the majority of whom 


were adults who did not have vaccination records, was 


unknown. Preliminary data, as of April 10, from two mumps 





FIGURE 3. Number* of reported mumps cases linked to 
multistate outbreak, by week of onset' — United States, 
January 1— May 2, 2006 





. 


Number 


*n=2,073 
Week of symptom onset for 1,880 (91°%) cases, week of laboratory diagnosis 
for 131 (6%), week of report for 50 (2%), week of diagnosis for 11 (<1%), and 
. category unknown for one (<1%) 
“Colorado, illinois, Kansas, Minnesota, Mississippi, Missouri, Nebraska 
, Pennsylvania, South Dakota, and Wisconsin 
Data for April are preliminary 


outbreaks on college campuses in an lowa county affected early 
in the outbreak, identified attack rates of reported mumps 
cases» of 2.0% (31 of 1,542 students) and 3.8% (44 of 1,168 
students). Preliminary data from vaccine coverage surveys sug 
gest that the college with the higher attack rate had a smaller 
proportion (77% versus 97%) of students documented as 
having received 2 doses of MMR vaccine. 

As of May 10, a total of 1] persons potentially infected 
with mumps who traveled by aircraft during March 26 
\pril 25 had been identified on 33 commercial flights oper 
ated by eight different airlines. Notifications had either been 
initiated or completed for persons potentially exposed on all 
identified flights. As of May 12, of approximately 575 per 
sons potentially exposed on the flights, 132 had received fol- 
low-up >25 days after their potential exposure. Two cases of 
mumps were identified, possibly associated with transmission 
during air travel. Both cases occurred among lowa residents, 
one of whom was a traveling companion of a person known 
to have mumps. 

Reported by: K Gers/yman, MD, S Rio tl lorad 
Dept of Public Health and Environment. M Dworkin, MD, K Hunt 
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FIGURE 4. Number of reported mumps cases, by year — United 
States, 1980-2006" 
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parotitis that lasts >2 days (5). Although fewer data are avail- 
abl on the ettectiveness of 2 doses of MMR vaccine against 
mumps, one study from the United Kingdom documented vac- 
cine effectiveness of 88% with 2 doses (6). In a mumps out- 
break in a high school in Kansas, students vaccinated with 1 dose 
of MMR vaccine had an attack rate five times that of students 


vaccinated with 2 doses | 


”). In a mumps outbreak in a middle 
school in 1982, before mumps vaccination became widespread, 
attack rates of 25%—49% occurred among unvaccinated stu- 
dents, depending on how cases were ascertained (8). During 
1986-1990, after widespread implementation of a 1-dose 
mumps vaccination policy, attack rates of 2%—18% (most >6%) 
were documented in mumps outbreaks among junior high and 
high school students with vaccination coverage of >95% (7,9). 
In contrast, preliminary data from two colleges in lowa during 
the current outbreak identified attack rates of 2.0% and 3.8%, 
respectively, with the lower attack rate in the college with higher 
2-dose vaccination coverags 
lo prevent mumps, the Advisory Committee on Immuni 
ition Practices (ACIP) recommends a 2-dose MMR vacci 
nation series for all children, with the first dose administered 
12—15 months and the second dose at ages 4—6 years 
Iwo doses of MMR vaccine are recommended for school 
id college entry unless the student has other evidence of 
immunity (3). In a specially convened meeting on May 17 
2006, ACIP redefined evidence of immunity to mumps 
through vaccination as follows: 1 dose of a live mumps virus 
cine** for preschool children and adults not at high risk; 
loses for children in grades K-12 and adults at high risk 
persons who work in health-care facilities, international 
rs, and students at post-high school educational insti- 


tutions). Other criteria for evidence of immunity (i.e., birth 


before 1957, documentation of physician-diagnosed mumps, 
laboratory evidence of immunity) are unchanged. Further 
more, health-care facilities should consider recommending 
1 dose of MMR vaccine to unvaccinated health-care workers 
born before 1957 who do not have other evidence of mumps 
Immunity. 

During an outbreak and depending on the epidemiology of 
the outbreak (e.g., the age groups and/or institutions involved), 
1 second dose of vaccine should be considered for adults and 
for children aged 1-4 years who have received 1 dose. The 
second dose should be administered as early as 28 days aftet 
the first dose, the minimum recommended interval between 
2 MMR vaccine doses. In addition, during an outbreak, health- 


care facilities should strongly consider recommending 2 doses 





| 
vo 


MMR\ 


of MMR vaccine to unvaccinated workers born before 1957 
who do not have other evidence of mumps immunity. An 
MMWR Notice to Readers will be published, summarizing these 
interim recommendations in more detail. 

Additional means to decrease transmission in outbreak set- 
tings include exclusion of persons without evidence of immu- 
nity to mumps from institutions such as schools and colleges 
that are affected by the outbreak. Once vaccinated, students 
and staff can be readmitted to school immediately, even if 
they have been exposed to a case of mumps. The period of 
exclusion for those who remain unvaccinated is 26 days after 
the onset of parotitis in the last person in the affected institu- 
tion. Students who acquire mumps illness should be excluded 
from school until 9 days after the onset of parotitis. After an 
exposure to mumps, unvaccinated health-care workers with- 
out evidence of immunity should be vaccinated and excluded 
from duty from the 12th day after the first exposure through 
the 26th day after the last exposure. Health-care workers with 
mumps illness should be excluded from work until 9 days 
after the onset of parotitis. 

In response to the current outbreak, the lowa Department 
of Public Health (IDPH) issued vaccination recommendations 
in March targeting college campus and health-care worker 
populations at high risk. On April 14, CDC issued a Health 
\dvisory Notice summarizing vaccine policy recommenda 
tions for mumps prevention and control. In conjunction with 
local health departments, IDPH launched a statewide vacci- 
nation campaign during April 24—26, targeting persons aged 
18-22 years in the 35 lowa counties with the state's largest 
colleges and universities. In the second phase of the campaign, 
conducted May 2-4, vaccination was expanded to the remain- 
ing 64 counties, targeting persons aged 18—25 years. A third 
phase of the vaccination campaign was begun May 10 and 
targets persons aged 18—46 years. Vaccination activities also 
are being conducted or planned in Kansas, South Dakota, 
and Wisconsin. 

Che data presented in this report are preliminary; the case 
count is likely to change as additional data become available. 
Certain reported cases might not have been caused by mumps; 
cases in persons without parotitis might have been misclassified 
on the basis of serologic tests. Because of the low number of 
reported mumps cases during the last decade, laboratorians 
have limited experience with mumps tests, particularly IgM 
antibody tests (/0). Several different mumps IgM antibody 
tests are in use; however, neither the sensitivities nor specifici- 


ties of these tests when used with serum specimens from 


either unvaccinated or vaccinated persons have been clearly 


defined. Consequently, interpretation of these antibody test 


results is difficult, especially in previously vaccinated persons. 
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Studies to define the sensitivity and specificity of mumps IgM 
antibody tests and reverse transcription—polymerase chain 
reaction (RT-PCR) tests for mumps virus RNA are in progress. 

CDC continues to work with state and local health depart 
ments to conduct mumps surveillance, assist with prevention 


tivities, and evaluate vaccine effectiveness, 


duration of immunity, and risk factors for mumps illness. 
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Update: Fusarium Keratitis — 
United States, 2005-2006 


QO) V, } 19. th eport 
MMWR web 
\pril 2006, CD¢ 
} 


MMWR Dispatch 


http://www.cdc.gov/mmwt 


j | 
In reported on an ongoing multistate 


keratitis OCCUITING predominantly 


Investigation ol 
among contact lens wearers (/). This update summarizes epi 
demiologic developments in this investigation, which indi 
cate an association with Bausch & Lomb’s ReNu with 
MoistureLoc™” contact lens solution 

Fusarium keratitis is a fungal infection of the cornea, pre 


ceded usually by trauma to the eve. Although not a notifi 


ible disease, the infection is thought to be rare among contact 
lens wearers in temperate climates (2). Fusarium keratitis is 
treated with antifungal medication but can be severe and 
sometimes result in vision loss and the need for corneal trans 


| > 
yantation ) 


\s of May 18, 2006, CDC had received reports of 130 con 


firmed cases of Fusarium keratitis infection, defined as clini 
cally consistent fungal keratitis with s\ mptom onset after June 


1, 2005, no history of recent ocular trauma, and a corneal 
culture yielding a Fusarium species. Cases have been reported 
trom 26 states and one territory.” Patients had a median age 
of 41 years (range: 12-83 years), and 85 of 127 (67%) were 
female. As a result of this infection, corneal transplantation 


was required In D/ OF 1Z2U | 0) Cases. 


> 


\mong the 130 patients with confirmed cases, 125 reported 
wearing contact lenses, and 118 were able to identify which 
ict lens solution(s) they had used during the month 


re onset of infection. Seventy-five (64% reported using 
Bausch & Lomb’s ReNu with MoistureLoc alone, 14 (12% 
\ : | | ] 
reported using MoistureLoc in combination with another prod 
reported using an unspecified Bausch & Lomb 
| (18%) reported using only products other than 
| 
MoistureLoc, from various manufacturers. Ongoing surveillance 
continues to identify persons who used MoistureLoc and had 


\pril 13, when Bausch & Lomb withdrew 


disease onset 
produc n the market in the United States. 

set of confirmed case patients who were soft 

rers and aged 18 years was enrolled in a 

control investigation to evaluate risk factors for 

infection. lo avoid potential bias from media coverage on cas 
patient responses, this subset was limited to those patients 
reported to CDC before online publication of the initial 
UMWR Dispatch on April 10. Neighborhood-matched con 
trols were adults reporting soft contact lens use during March 
2006 with no history of fungal keratitis. Information regard 


So 


ing contact let ypes, solutions used, and contact lens 


hygiene practices was obtained via telephone interviews con 
ducted by trained personnel who used standardized question 
naires. Exact conditional logistic regression was used to estimate 
odds ratios 

\ total of 50 case-patients and 79 controls were enrolled in 
the matched case-control investigation. For the most strin 
gent test of product association, analysis was limited to the 
matched sets of 25 case-patients and 37 controls who were 
soft contact lens wearers, reported using only a single solution 
type, and provided all the information requested. In a multi 
variable model, use of Bausch & Lomb’s ReNu with 
MoistureLoc during the month before symptom onset was 


independently issociated with being a case patient (adjusted 

















564 MMWR 


May 26, 2006 





odds ratio: 19.0, 95% confidence interval 2.4—944.9, 


p<0.001), when compared with contact lens solutions other 
than ReNu with MoistureLoc or ReNu Multiplus 


patients and seven controls reported this exposure. This asso- 


19 case- 


ciation was statistically significant even after controlling for 
poor contact lens care (i.e., reported reuse or topping off of 
contact lens solution). Use of ReNu Multiplus solution was 
not significantly associated with infection (adjusted odds ratio: 
3.6, 95% confidence interval = 0.3—189.0, p = 0.5); five case- 
patients and 10 controls reported this exposure. 

The results of this case-control investigation indicate an 
ncreased risk for Fusarium keratitis associated with use of 
Bausch & Lomb’s ReNu with MoistureLoc. The cause of this 
issociation is not clear; however, further studies, including 
environmental and molecular testing, are ongoing. Although 
certain patients have reported use of other contact lens solu 
tions, the analysis does not indicate that these products are 
issociated with significantly increased risk for disease. Patients 
who reported using only products other than MoistureLoc 
might not have recalled all the contact lens solutions they had 
used, especially if the period between exposure and interview 
was lengthy. In addition, extensive surveillance for this 
infection might have identified patients whose disease was 
unrelated to the outbreak. 

(siven the association between Fusarium keratitis and 
MoistureLoc, Bausch & Lomb (Rochester, New York) 
unnounced its decision to voluntarily recall and permanently 
remove this contact lens solution from the worldwide market 
on May 15, 2006. Contact lens wearers should immediately 
liscontinue use of this solution and consult an eye-care pro- 
fessional regarding use of an appropriate alternative product 
for cleaning or disinfecting lenses. Contact lens wearers also 
should practice good hygiene, including hand washing and 
drying before handling lenses, avoiding reuse of contact lens 
solutions, and following the specific instructions of manufac- 
turers of contact lenses and contact lens solutions. Clinicians 
evaluating contact lens wearers with signs or symptoms of 
keratitis (e.g., unusual redness of the eyes, eye pain, tearing, 
discharge, or light sensitivity) should consider fungal keratitis 
ind refer the patient to an ophthalmologist if appropriate. 
Eye-care professionals should continue to be vigilant in the 
diagnosis and treatment of Fusarium keratitis, and should 
report possible cases to state health departments or to CD¢ 
it telephone, 800-893-0485. Reports should also be submit- 
ted to the FDA via MedWatch at telephone, 800-FDA 
800-FDA-0178; or mail, MedWatch, Food and 
Drug Administration, 5600 Fishers Lane, Rockville, MD 
20857-9787 


LOSS: tax. 


or online at hettp://www.fda.gov/medwatcl 


report.htm 


Reported by: MA Barry, MD, | Pendarvis, MPH, Boston Public Health 
Commission, Massachusetts. P Mshar, MPH, Connecticut Dept of Publi 
Health. K Ritger, MD, Illinois Dept of Public Health. P Dixon, Kentucky 
State Dept for Public Health. E Alfonso, MD, Bascom-Palmer Eye 
Institute, Miami; F Leguen, MD, Miami-Dade County Health Dept, 
Florida. K Signs, DVM, Michigan Dept of Community Health. A Fine, 
MD, B Nivin, MPH, New York City Dept of Health and Mental 
Hygiene; M Anand, MPH, P Smith, MD, New York State Dept of 
Health. E Salehi, MPH, Ohio Dept of Health. K DeMarco, MPH, 
Vionmouth County Health Dept; E Sison, MPH, Newark Dept of Health 
and Human Sves; C Genese, MBA, C Robertson, MD, C Tan, MD, 
E Bresnitz, MD, New Jersey Dept of Health and Senior Svcs. MA Kainer, 
VBBS, MPH, Tennessee Dept of Health. NL Thayer, Vermont Dept of 
Health. DB Jones, MD, Cullen Eye Institute, Baylor College of Medicine, 
Texas. K O'Donnell, PhD, US Dept of Agriculture. B] Park, MD, 
K Wannemuehler, MS, L Jacobson, C Crowell, M Gerhart, M Brandt 
PhD, S Fridkin, MD, National Center for Zoonotic, Vector-Borne and 
Enteric Diseases (proposed); A Srinivasan, MD, M Arduino, PhD, 
| Noble-Wang, PhD, National Center for Preparedness, Detection, and 
Control of Infectious Diseases (proposed); D Chang, MD, G Grant, 
MD, L Burwell, MD, C Rao, PhD, LR Carpenter, DVM, M Gershman 
MD, A Huang, MD, FM Lewis, MD, G Mirchandani, PhD, L Sosa, 
MD, EIS officers, CDC. 
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Brief Report 


Investigation into Recalled Human Tissue 
for Transplantation — United States, 
2005-2006 


On September 29, 2005, a human tissue-processing com- 


pany discovered inaccuracies in donor records forwarded from 
a tissue-recovery firm and notified the Food and Drug 
\dministration (FDA). An FDA investigation determined that 
the recovery firm, Biomedical issue Serv ices, I td. (BTS) (Fort 
Lee, New Jersey), recovered tissues from human donors who 
might not have met donor eligibility requirements and who 
were not screened properly for certain infectious diseases. In 
October 2005, BTS and the five proc essors* that had received 
the tissues, working with FDA, issued a recall for all tissues 
recovered by BTS. The continuing FDA investigation 


determined that information for some donors (e.g., cause, 





*Regeneration Technologies, Inc. lachua, Florida); LifeCell Corporation 


Branchburg, New Jersey); Tutogen Medical, Inc. (Alachua, Florida); Central 
Texas Regional Blood and Tissue Center (Austin, Texas); and Lost Mountain 


issue Bank, Inc. (Kennesaw, Georgia 
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place, or time of 


} 


cate data obtained from the states where the deaths occurred. 


The investigation also determined that BTS had failed to 


' F 1 . 
death) was not consistent with death ceruh 


recover tissues in a manner that would prevent contamina 

tion or cross-contamination and failed to control environmen 
] ] | lu S oe T} ] 

tal conditions adequately during tissue recovery. [hese failures 

lations of the Current Good Tissue Practice 

2005), whi require manufacturers to 

age, and distribute huma 

ar and tissue-based products (HCT/Ps 


vent introduction, transmission, OF spt ad oF commu 


nicable diseases. In January 2006, FDA ord to cease 


LiISSUCS 


yrocessors, Who distributed them 


| | | | 


distributors or directly to clinicians an 


1 
t 


d that, during June 2002—October 2005, approxi 
25,000 BTS-recovered tissue products w distrib 


] ~ ] ] 4 
ill 5O states and internationally. Most hese tissuc 


\ , | 
bone or demi rea bone 


] 
skin and soft tissue (e.g., tendons 


fore distribution, tissues were disinfected by tissu 
sors to reduce or eliminate contamination with bactet 
or viruses 


€ October 2005, the five 


During Ss 


products that had peen produced from B 5 


tissues. ach of the processors and relat d distributors issued 


| 


| | Ir} | 
tt health-care facilities or Clinicians 


letters to consignees (1.e. 
' fy rl rh lland1 _— { ; | | 
to notify them of the recall and request return of unused prod 


ucts. The letters included 


nmendation by FDA and 


that transplant he recall and 


iccess to testing the communicable diseases for 
which donor screening is required: human immunodeficiency 


virus (HI\ 


and syphilis. 


, hepatitis B virus (HBV), hepatitis C virus (HC\ 
In March 2006, FDA determined that, in some instances 
blood samples submitted ror diseas« screening had not come 
from the persons from whom the linked tissues had been 
obtained. This finding cast doubt on the blood sample 
screening status of the tissue donors, and FDA and CD¢ 
issued an update? that strongly recommended health-care pro 
viders offer patients access to or referral for testing for HIV, 
HBV, HCV, and syphilis. CD¢ recommendations! for test 
ing persons who received BTS tissues call for patients whose 


tissue implants have been in place >6 months to be offered 





the following tests: HIV antibody, antibody to hepatitis B core 


antigen, antibody to hepatitis C virus, a non-treponemal syphi 


i.e., rapid plasma reagin [RPR] or Venereal Disease 
uch Laboratory [VDRL]), anda treponemal syphilis test 
lreponema pallidum particle agglutination [TP-PA] or 
ELISA] test). 


Patients whose tissue implants have been in place 6 months 


" | 
iny enzyme-iin ced immunosorbent assay 


can be oftered the same tests; however, they also should be 


retested 6 months after the tissue was implanted. If all of these 
tests vield negative results, the likelihood th it one ol the dis 
eases was contracted from an implanted BTS tissue is small; 
no further follow-up testing is recommended. Patients who 
ive result for any of these tests should undergo 
or supplemental testing. Positive test results in 
recipients of BTS tissue should be reported to local or state 
health departments, the tissue distributor, FDA’s MedWatch 
program (http://www.fda.gov/medwatch), or CDC at 
te ephonc 800-893-0485. 
FDA and CDC are continuing to investigate reports of BT'S 
have undergone screening and tested 
positive for one of the four tested diseases. Some positive 
sults would be expected in any U.S. population tested; the 
prevalence of current or past infection with HIV, HCV, and 
HBV is approximately 0.5% (2), 1.8% (3), and 4.9% (4), 
ively. Transmission of infection via tissue allografts is 


but transmission of HIV (5) and HCV (6) to tissue 
ecipients has been documented previously. However, the 
relationship between implanted BTS tissue and positive test 
results reported to FDA and CDC is difficult to ascertain 


because of inaccurate BTS donor records and, in some cases, 


the absence of properly linked donor blood samples. 


\llograft recipients who are concerned that they might have 


received tissue recovered by BTS should contact the health 
care providers who performed their implants. Clinicians with 
specific questions about the recovery history of tissues they 
have used in implants should contact the health-care facility 
or the distributor that provided the tissues. State or local health 
departments can determine 1) where BTS-recovered tissues 
were sent and 2) whether they were implanted by contacting 
the tissue processors and working with local hospitals and 
health-care facilities. Tissue processors and distributors main 


tain information they receive regarding tissue providers and 


health-care facilities in each state that received products asso 
ciated with recalls. However, because information regarding 
the tissue recipient might not be available to tissue processors 
and distributors, state or local health departments might need 
to provide patient follow-up by contacting the health-care 


facilities where implantation occurred. 
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MD, PhD June—August. Among children aged <4 years, 50% of fatali- 


R Wise, MD ties and approximately 80% of reported nonfatal injuries oc- 


ind Research, Food curred in swimming pools; both fatal and nonfatal drownings 


in natural water settings increased with age. 
lo reduce the number of drownings, environmental pro- 
tections (e.g., isolation pool fencing, weight-bearing pool cov- 
ers, and lifeguards) should be adopted. Alcohol use should be 
avoided while swimming, boating, or water skiing or while 
supervising children; all participants, caregivers, and 
supervisors should be knowledgeable regarding water-safety 
skills and be trained in cardiopulmonary resuscitation (CPR) 
(4). Additional CDC recommendations to prevent drowning 
have been published previously (3). Other agencies and orga- 
nizations promoting water safety include the Consumer Prod- 
uct Safety Commission (http://www.cpsc.gov/cpscpub/ prerel/ 

prhtml06/06164.html), Safe Kids Worldwide (http: 
www.usa.safekids.org/water), and the National Drowning 
Prevention Alliance (http://www.drowningpreventionalliance.com). 
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Notice to Readers : ilchrist ], Gotsch K, Rvan G. Nonfatal and fatal drownings in recre 
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Drownings in Recreational Water Settings 
Memorial Day marks the beginning of the swimming and Doll | a ie me Ie ae heir ; 


I 


eason. Drowning is a leading cause of unintentional violence prevention. New York, NY: Springer. In press 2006 





death for persons of all ages and is the second leading 


of death from injury among persons aged 1-14 years Notice to Readers 


Many of these deaths occur in recreational water settings, 


ding pools, spas/hot tubs, and natural water settings (e.g.. Fifth Annual Conference on Public 
200 5. a total ot 5. 386 deaths Health Law — June 12-14, 2006 


ers, or oceans). Durin f 


| un rion lrownine creat ' . ; 
1 to unintentional drowning in recreational wate U.S. surgeon general, the assistant U.S. secretary for health, 


uttributec $ 
’). During 2001—2002, an estimated 4,174 persons ; : 
. “SEES < aU doy GE COUIEEIAR ’ I and the mayor of New York City will be among the speakers 
er year were treated in U.S. hospital emergency at the fifth annual public health law conference, The Public's 
partments for nonfatal unintentional drowning injuries” in Health and the Law in the 21st Century, June 12—14, 2006, 


creational water settings (3); approximately 53% of these in Atlanta, Georgia. The CDC Public Health Law Program 
rsons required hospitalization or transfer for more special and the American Society of Law, Medicine and Ethics, along 
ure. Fatal and nonfatal drowning rates were highest for with 27 collaborating organizations, are sponsoring the con- 

n aged <4 years and for males of all ages; 50% of fatali ference, which will focus on legal issues, developments, and 

ind 56% of nonfatal drownings occurred during tools important to public health practitioners and policy 


makers. 





Conference sessions will address a range of legal and policy 
concerns, including public health emergency legal prepared- 
ness, quarantine and mutual aid legal powers, translation of 


science into policy and law, legal tools to prevent obesity and 
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1 1 
chronic disease, health-oriented urban redevelopment, legis- 


1 ] 1 
lative considerations related to new adolescent vaccines, and 


the 2006 Massachusetts Health Care Reform Act. Participants 


res arr ; 
and faculty will include public health practitioners and medi 


cal professionals, attorneys, judges, elected officials, emergency 


management and law enforcement professionals, and 


1 
researchers. 
and other continuing education credits 


CME, CNE, CLE, 


will be offered. Additional information is av 


www2a .g conterence2006.asp o1 


Notice to Readers 


Healthy Vision Month — May 2006 


May is Healthy Vision Month. The theme this year is E) 


Safety at Work Is Everyone's Business, and the focus is on 


ye 


reducing occupational eye iniuries. An estimated 300,000 


persons with work-related eye injuries and illnesses are treated 


In indi hospital emergency departmen at yea , repre 


ntine appro» Nat ly t tl 1 | { 1] 7k if | ) Ll 
senting approximately one third OF ail ally treated occu 


, ° e , 1 1 : 
pational injuries and illnesses In tne nited States 


\mong private industry employers, ipproximately 37,000 eve 
injuries and illnesses resulting in one or more days away from 
work occur each year (3). 

ople 2010 objectives it 


] | 1 
| eye injuries and illnesses 


occupationa 
lo aid in this goal, the National Eve Institute, National Safety 
Council, and CDC’s National Institute for Occupational 
Safety and Health, in collaboration with the American Asso 
ciation of Occupational Health Nurses, have cosponsored this 
vears Healthy Vision Month and launched an educational 
campaign to increase occupational eye injury awareness. 
Information to assist employers, workers, and communities 
in reducing workplace eye injuries is available at http: 
' 


www.healthyvision2010.0rg/hvm 


References 


Notice to Readers 


MMWR Editorial Board Instituted 


On May 18, 2006, MMWR instituted its first editorial board, 
chaired by William L. Roper, a former director of CDC. Edi 
torial board members will provide guidance to help continue 
to assure the quality reporting and scientific excellence of the 
VUMWR series of publications. In addition, the board will 
assist MMWR in continually improving the efficiency and 

ttectiveness of its delivery of health information to the public, 

DC partners, and the public health community. The 
17 board members will be listed on page 2 of MMWR print 

ee 


publications and also on the MMWR website. 


Notice to Readers 


Limited Supply of Meningococcal 
Conjugate Vaccine, Recommendation 
to Defer Vaccination of Persons 
Aged 11-12 Years 


lay 19, this notice was posted as an MMWR Dispatch 


he MMWR website http: www.cde.gov/mmwt 


In January 2005, a tetravalent meningococcal polysaccharide 


protein conjugate vaccine ({MCV4] Menactra™”, manufactured 


by Sanofi Pasteur, Inc., Swiftwater, Pennsylvania), was licensed 
for use among persons aged 11—55 vears. The Advisory Com 
mittee on Immunization Practices (ACIP) recommends rou 
tine vaccination with MCV4 of persons aged 11-12 years, of 


adolescents at high school entry (i.e., at approximately age 


15 years) if not previously vaccinated with MCV4, and of col 
lege freshmen living in dormitories. Vaccination also is recom 
mended for other persons at increased risk for meningococcal 
disease (i.¢., military recruits, travelers to areas where meningo 
coccal disease is hyperendemic or epidemic, microbiologists who 
are routinely exposed to isolates of Neisseria meningitidis, per 
sons with anatomic or functional asplenia, and persons with 
terminal complement deficiency) (/). 

Sanofi Pasteur anticipates that MCV4 demand will outpace 
supply at least through summer 2006. CDC, in consultation 
with ACIP, the American Academy of Pediatrics, American 
Academy of Family Physicians, American College Health 
\ssociation, and Society for Adolescent Medicine, recom 
mends that providers continue to vaccinate adolescents at high 
school entry who have not previously received MCV4 and 
college freshmen living in dormitories. Current supply pro 


jections from Sanofi Pasteur suggest that enough MCV4 will 
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Erratum: Vol. 55, No. 15 


In the MMWR Notice to Reader: 
Zation Week 


third paragraph should read: 


National Infant Immuni- 
April 22-29, 2006, the first sentence of the 
In 2005, a total of 62 cases of 
measles, one case of imported vaccine-associated poliovirus, 
ind no cases of diphtheria were reported in the United States 


2 


Erratum: Vol. 54, No. RR-11 


4 Ag y ; 
VU VA Rk Recomme 1aatilo aile Re ports 


for Identifying and Referring Persons with Fetal Alcohol Syn 


In the ‘Guidelines 


y rl | 


an error occurred on page 2. The last sentence of the 


drome, 
first paragraph under the heading “Prevalence” should read: 
On the basis of these prevalence estimates, among the 
approximately 4 million infants born each year, an 
imated 1,000—6,000 will be born with FAS.” 


SU 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Prevalence of Antihypertensive Medication Use* During the Preceding 
Month Among Persons with Hypertensiont Aged >18 Years, 
by Race/Ethnicity — United States, 1988-1994 and 1999-2002 


90 -?—___________—_ - —_—-—— 
All races Be | Black, non-Hispanic 
75 4 


White, non-Hispanic | Mexican-American 








1988-1994 1999-2002 


Period 


"Specific prescription antihyperstensive medications were identified from an 
inventory of all prescription medications used during the 1-month period before 
the interview 

' Persons with systolic blood pressure >140 mm Hg or diastolic blood pressure 
>90 mm Hg or who reported current use of a prescription medication for high 
blood pressure 


The prevalence of antihypertensive medication use during the preceding month among adults with 
hypertension increased from 57% in 1988-1994 to nearly 63% in 1999-2002. Substantial increases 
in use also occurred among non-Hispanic white and black adults but not among Mexican-Americans, 
for whom prevalence remained at approximately 40%. 


SOURCE: Gu Q, Paulose-Ram R, Dillon C, Burt V. Antihypertensive medication use among US adults with 
hypertension. Circulation 2006;113:213-21 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending May 20, 2006 (20th Week)* 





5-year 
Current Cum weekly otal cases reported for previous years 


Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending May 20, 2006, and May 21, 2005 (20th Week)* 
Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 











United States 
New England 
Cc 


onnecticut 


ntic 


Mid. Atla 
New rsey 

New York (Ur 
New York City 


E.N. Central 


W.N. Central 


a 


S. Atlantic 


Delaware 


We + 4 
E.S. Central 
Alabama 
Kentucky 


W.S. Central 


Ar 
Arka 


Mountain 


Pacific 


Alaska 





Max: Maximun 








972 


MMWR 


May 26, 2006 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 20, 2006, and May 21, 2005 


(20th Week)* 





Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 


Cum 
2005 





Current 
week 


Previous 


52 weeks Cum 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


Med Max 2005 


499 9208 


13 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 20, 2006, and May 21, 2005 


(20th Week)* 





Hepatitis (viral, acute), by type 

















A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 23 76 243 1,306 1,472 39 89 574 1,494 2,019 13 41 123 452 414 
New England € 22 80 156 2 9 22 48 2 12 17 20 
Connecticut 1 3 13 2 0 5 17 0 8 6 4 
Maine 2 3 0 2 2 4 0 1 2 1 
Massachusetts c 14 43 107 1 5 13 18 1 6 7 11 
New Hampshire 1 12 14 3 ) 3 4 7 0 1 1 3 
Rhode Island 4 0 3 0 10 1 
Vermont 7 1 @) 1 4 0 3 1 
Mid. Atlantic 4 24 5 249 10 ) 139 281 3 11 53 116 120 
New Jersey ) 17 4€ 3 10 38 106 1 13 6 17 
New York (Upstate) é 14 22 34 1 43 6 27 2 4 29 47 32 
New York City 1 1 18 123 1 ) 1€ 60 1 20 10 17 
Pennsylvania 1 \ 18 4€ ) ) 3 88 1 5 V7 53 54 
E.N. Central 6 1 134 1 “ 4 10€ 220 1 ) 85 96 
illinois 1 13 43 1 1 63 1 ) 7 14 
Indiana 15 f ) 1 11 10 0 6 2 8 
Michigan 8 41 44 1 3 7 50 78 2 6 22 24 
Ohio 4 1 24 8 42 57 1 3 19 40 42 
Wisconsir ( c 17 ¢ 12 1 3 14 8 
W.N. Central 3 ) 53 4 15 4 100 1 1 12 14 13 
lowa 3 1( ? 1 6 0 1 1 4 
Kansas 5 1€ ( 14 0 1 1 1 
Minnesota 9 } 3 8 10 1 
Missour 1 4 4 39 58 1 0 3 ) 8 
Nebraska 2 3 7 ; 1 13 0 2 ? 
North Dakota ? ) 0 1 1 
South Dakota 3 ) 1 1 6 1 
S. Atlantic 4 1 34 196 218 3 3 65 41 602 6 } 19 126 85 
Delaware 0 \ 4 14 18 0 4 1 1 
umbia , 4 4 4 ) 2 4 1 
+ 1 ) 1 8 19 64 € & 6( 32 
1 ? 19 38 7 33 0 4 4 4 
27 20 8 3 7 ) 2é 20 
la »( 4( 28 ) 3 68 E 0 3 14 9 
lina 7 7 65 2 2 2 
11 36 1 1 14 68 1 15 8 
ia 1 1 18 14 ) 3 1 4 
E.S. Central 15 43 ] 3 6 18 114 148 6 13 14 
Alabama ) 2 11 1 3 O 2 3 
Kentucky 4 f 1 } ) 4 2 4 
Mississipf 1( 19 ‘ , 
Tennessee is 6€ 3 1 4 63 1 4 8 ) 
W.S. Central 8 1 15€ 1 8 3 1 1 ] 11 7 
Arkansa 1 3 1 : 0 3 2 
Louisiana 4 € ] 3 rey 34 { 4 
Oklahoma 3 } 1 1€ 0 3 1 1 
Texa 124 ) 333 ) ) 6 ¢ 4 
Mountain 19 )e 1 1 39 12¢ 210 ) { re) 31 36 
Arizona 68 ¢ 7 Re 140 0 3 14 11 
( rad 1¢ 1 1 1 1¢ 0 3 2 7 
idat 1 ) 0 4 2 1 
f ) 1 1 1 J 
4 1 4 10 17 ( 2 3 7 
} 1 10 0 1 ? 
1 1 ) 19 1 ) 2 8 4 
{ 4 { ( 1 4 
) 1€ 1 14 1( 63 175 38 ) 39 23 
4 ) 1 6 0 1 
) 1 € 1 49 ¢ 41 137 169 y 9 39 3 
) ) 1 1 2 ( 1 
17 1 € 21 4€ N ) 0 N N 
+6 4 0 128 15 15 0 Q 
moa L 1 U U ) U U 0 0 U U 
U U { U U U U 0 0 U U 
) 0 QO 0 
4 € ? 1 1 8 10 is 0 1 1 
ands ¢) 0 








C.N.M.!.: Commonwealth of Northern Mariana Islands 


U: Unavailable No reported cases 


N: Not notifiable 


* Incidence data for reporting years 2005 and 2006 are provisional 





Cum: Cumulative year-to-date « 


ounts 


>ontains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 20, 2006, and May 21, 2005 


(20th Week)’ 





Lyme disease 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 


Malaria 





Previous 


52 weeks Cum Cum 


Med Max 2006 2005 





United States 


New England 


Mid. Atlantic 


E.N. Central 


V.N. Central 


E.S. Central 


V.S. Central 


Mountain 


Pacific 
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TABLE Ili. (Continued) Provisional cases of selected notifiable diseases, United States 


(20th Week)* 


, weeks ending May 20, 2006, and May 21, 2005 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 
Current 52 weeks Cum 


Current 
week 


Previous 


52 weeks Cum 


Max 2006 


Previous 
Current 52 weeks Cum 
week Med 2006 





Reporting area week Med Max 2006 


United States 12 22 86 522 


New England 


Mid. Atlantic 


a 


E.S. Central 


AlaDa 


Kentucky 


W.S. Central 


xa 


Mountain 


i 


57 34 
Y 4y 


Lk 


39901 


435 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 20, 2006, and May 21, 2005 
(20th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 








Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 





Jnited States 


ew England 


Atlantic 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks endin 


(20th Week)* 


g May 20, 2006, and May 21, 2005 





Shiga toxin-producing E. coli (STEC)* 


Shigellosis Streptococcal disease, invasive, group A 





Previous 
Current 52 weeks Cum Cum 


Reporting area week 


Current 
week 


52 weeks 


Previous Previous 


Current 52 weeks Cum Cum 
Med Max week Max 2006 





United States 12 


4 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Mid. Atlantic 


New Jersey 


E.N. Central 


\diar 
Nana 


W.N. Central 
lo 


Na 


u Dakota 


S. Atlantic 


rginia 


E.S. Central 


AlaDal 


Tennessee 


W.S. Central 
Arkansas 


Pacific 
Alaska 
Californ 
hawa 
Oregor 


vvasningt 


American Samoa 
C.N.M.1 

Guar 

Puerto Rico 


U.S. Virgin Islands 


29 680 





C.N.M.1.: Commonwealth of Northern Mariana Islands 

N: Not notifiable 

, Incidence data for reporting years 2005 and 2006 are prc onal 
Includes E. coli 0157:H7; Shiga toxin positive 


U: Unavailable No reported cases 


um: Cumulative year-to-date 


serogroup non-0157; and Shiga toxin positive 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Max: Maximum 


not serogrouped 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 20, 2006, and May 21, 2005 
(20th Week)* 





Streptococcus pneumoniae, invasive disease 


Drug resistant, all ages Syphilis, primary and secondary 


Previous Previous 


Current 52 weeks Cum Cum Current 52 weeks 
week Med Max 2006 2005 


Varicella (chickenpox) 
Previous 
Current 52 weeks Cum 


Reporting area week Med Max 2006 








Cum 
week Med Max 2006 


United States 





New England 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 20, 2006, and May 21, 2005 


(20th Week)* 





West Nile virus disease’ 





Neuroinvasive 


Non-neuroinvasive 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum 


Reporting area 2006 





Previous 


Cum 52 weeks 


2005 


Current 
week 


Cum 
2006 


Cum 
2005 





United States 1 154 


New England 
Ma vy ; 
M iS 








E.N. Central 


MA 


W.N. Central 


E.S. Central 
Kentucky 


MA 


W.S. Central 


Arkans 


exas 


Mountain 


rad 


Pacific 


Alaska 


Med Max 


>( 











iseases, National Center for Infect 
ance System (NEDSS 


1: Cumulative year-to-date ints Med: Mediar Me M mum 
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TABLE lil. Deaths in 122 U.S. cities." week ending May 20, 2006 (20th Week) 
All causes, by age (years) All causes, by age (years) 


am Td 


| Pal’ All | P&l 
65 | 45-64 | 25-44] 1-24] <1 Total Reporting Area Ages >65 | 45-64 | 25-44 1-24 <1 | Total 
1 1 S. Atlantic 1,14 109 33 











Ages | 














E.S. Central 





W.S. Central 


Mountain 


Pacific 


W.N. Central 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals May 20, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 





Ratio (Log scale) 


etm 


Beyond historical limits 


ases were reported for the current 4-week period yielding a ratio for week 20 of zero (0) 
f current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 
deviations of these 4-week totals 





Notifiable Disease Morbidity and 122 Cities Mortality Data Team 
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